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In an effort to relate professional income to the earnings within the community during an inflationary period negotiation becomes extremely complex. Indices of living costs, wages and salaries, gross national product, and disposable income are quite unfamiliar to us. Governments have a massive bureaucracy at their disposal that thrives on such esoterica. The Canadian Medical Association has found it very necessary to develop a department of research and development which supplies its 10 provincial divisions with all the information necessary, including an independent look at the construction of any government statistical data. This is expensive but very worthwhile.
While the associations are backed by their own statisticians, economists, and lawyers it is still better that respected physicians be the actual negotiators. Lawyers negotiating on our behalf encourage the government to employ other lawyers, who then proceed to exchange expensive letters between themselves. It is better to have doctors in eye-to-eye confrontation with politicians. They make the final decisions. The setting up of review bodies, commissions, and other political phantasmagoria is merely a device for procrastination and those of us who have served on such bodies are very aware that there is no such thing as their independence.
It is very important that a time interval be set between negotiations-"Don't phone me, I'll phone you" is a favourite political device. It results in delay, so that finally the profession has to ask for a massive percentage increase which embarrasses the doctors and which the politicians find it politically easy to deny. The device of referendum to the membership to confirm a settlement is still experimental in Canada. We have learned the referendum has to be simple. Yet this simplicity precludes a discussion on paper of the complexities of the issues. In a small province it is probably better to have a specially attended general meeting where all can hear the arguments, but in the larger provinces we are still experimenting with these referenda.
Professional Independence
The ultimate strength of the professional case must depend on public opinion. This demands that we give good service and that we be reasonable. The public, our patients, have to be prepared to pay the cost of our services one way or another. Government insurance mechanisms merely allow them to do it collectively. The final freedom of the profession to return to a direct financial relationship with their patients is a freedom that most Canadian doctors do not wish to utilize. Nevertheless our freedom to do this is the key to professional independence, and professional independence is essential to our patients as well as to us. Once we lose it we are incapable of protecting our patients against any lowering of standards caused by governments trying to cut costs.
During Orgasmic Failure By the nature of her biological responsibilities a woman's reproductive function can be separated from her enjoyment of intercourse. Nature can be served whether or not she achieves any satisfaction; even her consent is unnecessary. Though there is obviously a paramount physical element to sexual satisfaction, and a rhythm of response associated with the ovarian hormone cycle can sometimes be found, psychological factors are also very important in the majority of women. Circumstances can therefore determine the woman's response in a way they do not in the man. Psychological factors may certainly influence his reaction, particularly if he is inexperienced or has a low sexual drive, but in general orgasm is determined by the degree of physical stimulation. Add to these things the fact that the physical response in woman is usually much slower to develop than that in man, and many of the elements which might contribute to a woman's dissatisfaction with intercourse are plain to see.
Failure to achieve orgasm can be primary or secondary. When it is primary in the sense of always having been present it will often be found that the woman is ill at ease with the whole concept of sex. This may be because of faulty education, traumatic early experiences, fear of being hurt, fear of pregnancy, or an unwillingness to do something which she believes amounts to a surrender of part of her personality. This latter is characteristic of women who are poor at making personal relationships and would perhaps be seen more commonly if this was not in itself often a barrier to marriage.
Faulty education may include the imperceptible absorption of ideas from friends and relatives as well as from parents. Religious taboos are occasionally important, but great care should be taken before accepting such an explanation at face value. In most cases careful examination of the patient's personality will show that the taboo has been gratefully taken up because it corresponds to a basic feeling, it supports an attitude that has an earlier origin. In these cases the logical examination of the taboo will not in itself do anything to help bring about a change in attitude. The source of the faulty attitude must be traced in order to do this. Similarly, one sometimes finds a woman whose problem appears to stem from the way in which the biological facts of reproduction were learned. Sex education in school may be blamed. Once again it is imperative that the underlying personality problem should be sought. Only the vulnerable child suffers from group sex education, however bad it might be.
AMAN S UNDERSTANDING
The attitude of the man is important sometimes in the aetiology of orgasmic failure and always vital to therapy. Unless he understands the nature of a woman's response in general, and appreciates the particular things that his individual woman finds stimulating, he cannot hope to elicit an orgasmic response. Further, he must appreciate the difference in the time scale of the response. His reaction could be complete within a minute and in consequence he could be a snoring log when his wife first enters the excitement stage. Her frustration in consequence may build up to produce a frank neurosis. Certainly she cannot hope to achieve orgasm.
Occasionally the problem can be laid even more squarely with the man. Premature ejaculation will certainly preclude satisfaction in the wife, and in practice any male dysfunction results ultimately in loss of the masculine image and impairs the woman's enjoyment.
In summary a woman can generally hope to obtain a satisfying sexual response only in the context of a secure and loving relationship. She must be a stable personality with a healthy view of the sexual relationship. She must be free from fear of the consequences of intercourse and have a considerate and knowledgeable consort. Finally she should be in good general health and not unduly fatigued.
Secondary loss of orgasmic function can usually be attributed to some specific traumatic episode and change in the background to marriage. I have seen loss of orgasmic function follow rape and difficult childbirth. I have seen it occur because of advancing age, because of ill health, and on one occasion because the couple had to share accommodation with parents and were given an ancient, creaking bed to sleep in. Usually the cause of the trouble is not far to seek and any possible solution is obvious.
Vaginismus
By vaginismus we mean the partly voluntary, partly spontaneous contraction of the pelvic muscles which occurs when intercourse is attempted and which may make intercourse painful or prevent it completely. Almost always the cause is psychological. Rarely there is a painful lesion at the vulva-a painful scar or an infection-which causes involuntary spasm as a protective reflex, but usually physical examination discloses nothing but a reluctance to be examined. In these circumstances a reluctant 33 attitude to sex, based generally upon poor education, will usually be found. Occasionally a traumatic early experience is responsible, an attempted rape, or less obviously the forced attention of a boy friend in circumstances of anxiety. Grave personality defects including latent homosexuality are fortunately rare, for the results of treatment are poor.
The gynaecologist has an enormous advantage over the psychiatrist when dealing with vaginismus. The patient attending the gynaecological outpatient clinic expects a pelvic examination, whereas the woman attending a psychiatric clinic would reasonably look askance at such a suggestion. In practice the vaginal examination is useful both diagnostically and therapeutically.
CONFIDENCE
Diagnostically, the few organic lesions causing vaginismus are detected. More 
